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Abstract 
Anxiety in children can be as damaging to a child as 
the anxiety experienced in the adult population. 
Developmental problems in children have been associated with 
the anxiety experienced with repeated and even single 
painful procedures. The purpose of this study was to 
evaluate the use of play therapy in decreasing anxiety in 
children during painful procedures. This study sought to 
support the hypothesis that children who receive play 
therapy during a painful procedure will have a decreased 
anxiety level score compared to children who do not 
participate in play therapy sessions. A control and 
experimental group were used in the study. Play therapy 
sessions were provided for the experimental group. The 
children in this group were instructed to blow party horns 
during the painful procedure as practiced prior to the 
painful procedure. The target sample (N=26) of children 
between ages 6-12 years was obtained by a sample of 
convenience at a local pediatrician's office in Northeast 
Mississippi. The Observation Scale of Behavioral Distress 
was utilized to collect data. Johnson's Behavioral System 
Model was used as the theoretical framework for this study. 
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The design was Quasi-experimental. The data were analyzed 
using descriptive statistics and the Mann-Whitney test 
statistic. Results indicated that play therapy sessions did 
decrease total anxiety level scores in children during 
painful procedures. Additionally the results showed a 
significantly lower anxiety score for each of the four 
individual phases of the painful procedure. Also, the study 
showed that children ages 6,7, and 8 years responded more 
positively to the play therapy sessions than children 9 
years and older. A recommendation for further study is to 
conduct a similar study to evaluate and determine strategies 
more age appropriate while isolating one type of painful 
procedure, as well as using a larger sample. 
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Chapter I 
The Research Problem 
Anxiety is defined as a state of worrying about what 
may happen or concern about a possible future event, and is 
characterized by a feeling of powerlessness and the 
inability to cope with the presenting threatening event 
(Webster, 1988). Anxiety has become a naturally occurring 
process in most areas of life and measures are constantly 
being taken to decrease the anxiety which one faces. 
Whether a child is facing a routine well check-up, a 
scheduled immunization, or laboratory work for a visit 
related to an illness, there will be anxiety. Professionals 
often seek to soothe and comfort children so as to lessen 
anxiety. Sometimes special interventions are employed to 
decrease the anxiety and allow for a feeling of control for 
the child. 
During normal growth and development, children strive 
to achieve control of their bodies and environment 
(Kachoyeanos & Friedhoff, 1993). Often children do attempt 
to attain control. Unless children are taught appropriate 
methods to control their anxiety, children will often 
respond in an aggressive manner. Illness, and the 
diagnostic and therapeutic procedures that often accompany 
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these, can inhibit a child's ability to cope (Kachoyeanos & 
Friedhoff, 19 93) . Providing children with developmental and 
age appropriate activities may lessen anxieties and allows 
the child some control during the medical procedure 
(Kachoyeanos & Friedhoff, 1993) . The purpose of this study 
was to evaluate the usefulness of play therapy in decreasing 
anxiety on children during a needle stick. 
Establishment of the Problem 
Procedure related pain and anxiety is a clinical 
problem of growing importance (Weekes and Savedra, 1988). 
Children have described invasive procedures as the greatest 
source of distress and pain (Kachoyeanos & Friedhoff, 1993). 
The distress exhibited was inversely related to the 
developmental age of the child. Most children do not become 
accustomed to procedures, and anxiety often worsens when the 
procedure is later repeated (Weeks & Savedra, 1988). In a 
recent study, distress was defined as a combination of pain 
and anxiety (Weekes & Savedra, 1988) . Children who were 
taught methods of self-control learn to cope with painful 
procedures, and can utilize these in other anxious 
situations, including, present and future health care 
encounters (Kachoyeanos & Freidhoff, 1993). 
Adults who had traumatic experiences with painful 
procedures as children report greater anxiety related to 
procedures than those adults who did not experience painful 
procedures as a child. Some maladaptive behaviors in adults 
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have been attributed to stressful experiences in childhood 
(Kachoyeanos & Friedhoff, 1993) . 
The physical effects of anxiety are evidenced by an 
increased heart rate, elevated blood pressure, and increased 
pallor and diaphoresis. Degrees of anxiety can range from 
general apprehensiveness, to panic with a loss of control. 
To relieve anxiety, one must regain control of the 
situation, either independently or with the assistance of 
someone else. 
The issue of anxiety associated with painful procedures 
has prompted the development of federal guidelines which 
affect pain and distress management in children receiving 
cancer therapy (Kachoyeanos & Friedhoff, 1993). 
Experimental studies such as the current study are being 
conducted to determine which interventions are most 
effective in relieving the anxiety associated with painful 
procedures. Guided imagery, therapeutic touch, and 
relaxation techniques are some of the methods being studied. 
However, fewer efforts to decrease anxiety have been made 
that utilize these strategies with children who undergo 
routine hospitalization and scheduled or unscheduled 
procedures (Kachoyeanos & Friedhoff, 1993). There is a 
need, however, to build a body of knowledge so that a plan 
can be developed to decrease the anxiety associated with 
painful procedures in children. The health benefits of 
decreasing anxiety during painful procedures is supported by 
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a study which reports higher level of Cortisol, compromised 
immune systems, increased infections, and delayed wound 
healing in clients who are in pain (Kachoyeanos & Friedhoff, 
1993) . 
A variety of strategies are available for decreasing 
anxiety associated with pain, and include hypnotic 
techniques, guided imagery, passive distraction, music and 
controlled breathing. Controlled breathing can be used 
alone or with other techniques to encourage relaxation 
(Kachoyeanos & Friedhoff, 1993). During controlled 
breathing the child is coached to take in slow deep breaths 
through the nose and slowly blow out the pain or anxiety 
with each breath (Kachoyeanos & Friedhoff, 1993). When 
these techniques are incorporated with a toy, such as a 
party horn, it is anticipated that a relaxing effect will be 
experienced by the child during the needle stick. When 
instructed play therapy is used as a relaxation and control 
technique the child has a greater feeling of power over the 
situation. Therefore, the anxiety associated with a painful 
procedure in the presenting situation and for future painful 
procedures may be decreased. 
Procedural anxiety is an area that requires much 
research. In order to establish reliable methods in 
practice to decrease procedural anxiety in children, the 
effectiveness of specific techniques must be evaluated. 
This study used an uncomplicated, specific technique which 
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was age appropriate for the population being studied, and 
evaluated the effectiveness of these interventions using an 
objective observational method. 
Often needle sticks are painful or perceived as painful 
by children. Actual or perceived pain can elicit anxiety in 
children. Most often the number or frequency of needle 
sticks can not be decreased, but with the incorporation of 
play therapy sessions, anxiety may be decreased in these 
situations as well as future situations. Presently there 
are no play therapy strategies routinely used during painful 
procedures to decrease anxiety. Therefore the purpose of 
this study was to evaluate the effectiveness of play therapy 
sessions during painful procedures and provide evidence for 
the implementation of such techniques in routine practice. 
Significance to Nursing 
The nurse's role is to be the patient advocate. 
Professional nurses are constantly seeking methods to 
improve the quality of patient care. This study seeks to 
improve the quality of care given to children by increasing 
the knowledge of those practicing in the pediatric field 
concerning methods of control and relaxation during needle 
sticks. 
In the area of pediatric nursing there needs to be an 
increase of knowledge of professionals regarding ways to 
decrease pain in children during needle sticks. Little is 
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known about the relationship of the utilization of 
adjunctive strategies and the reduction of real or perceived 
pain. By increasing knowledge and encouraging the 
implementation of such practices the quality of care for 
children can be improved. 
Theoretical Framework 
The Behavioral System Model for Nursing (1961) by 
Dorothy E. Johnson was used as the theoretical framework for 
this study. Johnson's behavioral system model contains 
three major concepts. The first concept is behavior. 
Behavior is acquired through the principal mode of 
observational learning (Ross & Ross, 1988). A child's 
behavior is influenced by parents, friends, siblings, and 
classmates either by their presence or their behavior when 
observed by the child. Johnson feels our adaptive abilities 
and resultant behavior are affected by the actual or implied 
presence of others whose observed behaviors are used as a 
pattern for one's adaptive processes (Riehl & Roy, 1980). 
The second concept in Johnson's Model (1988) is system. 
System refers to the whole that functions as one, and the 
degree of functioning is relative to the ability of the 
smaller parts to function. Johnson views man as a system 
striving to maintain a balance of these parts through 
adaptive behaviors in response to forces that would attempt 
to imbalance a system. Each individual represents a system 
with the ability to adapt, which influences behavior, is a 
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direct reflection of the state of equilibrium achieved 
(Marriner-Tomey, 1980) . 
The behavioral system is the third concept. A 
behavioral system is a pattern of repetitive, and purposeful 
ways of behaving (Marriner-Tomey, 1989) . The way one 
behaves forms an organized and integrated functional unit 
that will determine and limit the interaction between 
person and environment and establishes the relationship of 
the person to the objects, events, and situations within 
environment (Marriner-Tomey, 1989). 
The concept of behavioral system was the primary focus 
in this study. The behavioral system is responsible for 
many tasks, and these tasks have been categorized by 
specific functions categorized as subsystems. Johnson names 
seven subsystems. The seven subsystems are as follows: 
attachment-affiliative, dependency, biological, sexual, 
aggressive, achievement, equilibrium, tension, stressor. 
There were five used within the conceptualization of this 
study, which were dependency, aggressive, achievement, 
tension, and stressors. A child is a behavioral system and 
the behavior exhibited when exposed to a situation is 
determined by the level of functioning of the subsystem. 
Johnson's model (1988) focused on the need to meet the 
goals of each subsystem relevant to the situation. By 
accomplishing this goal, optimal adaptation and therefore 
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optimal behavior as exhibited by the behavioral system, is 
the end result. 
For the purpose of this research which studied children 
who were undergoing painful procedures, the nurse 
practitioner identified the subsystems in jeopardy and 
sought to intervene, through the use of play therapy, in 
order to restore a normal level of functioning within the 
subsystem. The behavior exhibited by the child was observed 
and scored on The Observation Scale of Behavioral Distress 
(OSBD). These scores were a determinant of the child's 
level of anxiety and evaluated the effectiveness of the play 
therapy sessions to decrease the child's level of anxiety 
during painful procedures. 
Johnson's model is a theory which utilizes various 
interventions (Riehl & Roy, 1980) . A number of studies 
testing various interventions have been documented as using 
Johnson's theory for their framework (Riehl & Roy, 1980). 
In this study, play therapy was the intervention. 
Johnson's model has been used as a guide for the 
nursing process and is the basis for nursing curricula. The 
Behavioral System Model utilizes a detailed, systematic 
approach, and has many documented studies for the model' s 
use in the pediatric setting (Riehl & Roy, 1980) . The use 
of such a model was advantageous to this study as a decrease 
in anxiety was the desired outcome. Because anxiety in 
children is difficult to define and measure, the observation 
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of behavior as defined by the OSBD was an appropriate method 
for assessing anxiety in children. Because behavior was the 
actual focus for measurement to determine anxiety in this 
study, Johnson's Behavioral System Model was the guide for 
conceptualization in this research. 
Johnson's model addresses the metaparadigm concepts 
including nursing, person, health, and environment. Nursing 
is an external power to help control the patient's behavior 
by use of therapeutic interventions. Person is a holistic 
system composed of equally dependent parts that work 
together to maintain an equilibrium. Health refers to the 
amount of energy left within the system to carry out bodily 
functions after energy has been expended, when exposed to a 
stressor. Environment refers to the surroundings that may 
upset the system's equilibrium or present a threat to the 
stability of the system (Marriner-Tomey, 1989). 
Within the framework of this study, person was the 
child undergoing the procedure. Health was the energy 
expended due to anxiety and behavioral distress in the 
children. The environment was the setting of the 
pediatrician's office in Northeast Mississippi, and nursing 
was a mediating force which sought to assist the child 
attain some control at a time of stress. 
Erikson's theoretical stage of industry versus 
inferiority was chosen for the developmental framework of 
this study. Children between ages 6 to 12 years, are more 
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inclined to be workers, achievers, and producers. Children 
of this age group are ready and want to participate in 
activities that can be carried through completion; they need 
and want genuine achievement and control. Children in this 
stage are eager to cooperate and learn rules (Whaley & Wong, 
1987). 
To effectively decrease anxiety in children during 
painful procedures a developmentally appropriate task was 
implemented. Because of the developmental stage, the 
children found the experience of enduring the painful 
procedure while participating in the play therapy a 
challenge. In this developmental stage completion and 
competence are the ego qualities developed. The feeling of 
accomplishment and control in a given situation is also 
important to a child this age (Kachoyeanos & Friedhoff, 
1998). Erikson's theory further supports the belief that, 
when given the opportunity, children can make a serious 
attempt to take control of a situation and decrease anxiety 
during a painful procedure. 
Assumptions 
For the purpose of this study, the assumptions are as 
follows: 
1. Relaxed deep breathing can be accomplished by 
blowing party horns. 
2. Children have perceived anxiety associated with 
painful procedures. 
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3. Observed behavior can be an accurate measure of 
one's level of anxiety. 
Purpose of the Study 
Children experience anxiety when faced with a painful 
procedure. This anxiety may cause the health provider 
to experience difficulty in caring for the child. It is 
important to find ways to decrease one's anxiety. 
Therefore, the purpose of this study was to evaluate the 
effectiveness of play therapy to decrease anxiety in 
children during painful procedures. 
Statement of the Problem 
Painful procedures produce anxiety in children 
(Kachoyeanos & Friedhoff, 1993). Children who experience 
anxiety associated with painful procedures have been noted 
to exhibit maladaptive behaviors related to painful 
procedures (Kachoyeanos & Friedhoff, 1993). Therefore, 
decreasing the anxiety associated with painful procedures 
may be beneficial in providing future health care. Thus, 
this study addressed the question: Do children who 
participate in play therapy during a painful procedure 
exhibit a decreased level of anxiety as compared to children 
who do not participate in play therapy? 
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Hypothesis 
This study sought to support the following directional 
hypothesis: Children who receive play therapy before and 
during a painful procedure have a lower anxiety level than 
children who did not participate in play therapy before and 
during a painful procedure. 
Null Hypothesis 
The null hypothesis is as follows: There was no 
difference in the anxiety level of children who participated 
in play therapy before and during a painful procedure and 
those who did not participate in play therapy before and 
during a painful procedure. 
Definition of Terms 
For the purpose of this study, terms were defined as 
follows: 
Play therapy: Guided sessions of relaxation breathing 
using a party horn as a blowing device. This play therapy 
lasted 5-7 minutes and took place prior to and during the 
painful procedure. The same play therapy coach guided the 
child through the painful procedure using techniques learned 
in the play therapy session to decrease anxiety during the 
painful procedure. 
Children: A male or female child between ages 6 to 12 
years, not diagnosed with cancer, seeking medical 
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attention in a pediatrician's office in Northeast 
Mississippi, and who was undergoing a painful procedure. 
Painful procedure: Finger sticks, and intramuscular 
injections, performed on children in a pediatrician's office 
in Northeast Mississippi. 
Anxiety level: Refers to an anxiety score ranging 
between 6 to 16 as operationalized by the Observation Scale 
of Behavioral Distress (1986) with a score of 8 or greater 
indicating anxious behavior. 
Chapter II 
Review of the Literature 
A review of the literature revealed that little 
research has focused on play therapy as a means to decrease 
anxiety during a painful procedure. Most of the studies 
identified used play therapy before surgical procedures or 
with pediatric cancer patients to decrease anxiety. This 
selected review of the literature focused on the use of play 
therapy to decrease anxiety in children undergoing needle 
sticks. 
An experimental study by Mansson, Fredrikzon, and 
Rossberg (1992) sought to investigate the value of a 
psychological preparation program versus conventional 
premedication alone in children undergoing surgery. The 
sample included 30 children (ages 7-15 years) admitted with 
acute abdominal pain and who subsequently required surgery 
for appendicitis. The children were randomly placed in two 
groups. 
Group I, the control group, received preoperative 
medication, a brief explanation of preoperative procedures, 
and were then given a narcotic sedative for preoperative 
medication. Group II, the experimental group, received only 
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atropine as a premedication and the psychological 
preparation program. 
The psychological preparation program was divided into 
two parts: 1) preoperative procedures and 2) the operative 
procedure. For the preoperative procedure a doll was used 
as a model, and equipment necessary for preoperative 
procedures were used to demonstrate these procedures on the 
model. Examples of equipment for demonstration were: 
needles, syringes, sterile clothes, masks, caps, and 
anesthesia masks. The operative procedure was described to 
the child by using a book of photographs beginning with 
premedication and ending with waking in the recovery room. 
The actual operation was not described. The child was asked 
to verbalize and ask questions to determine the level of the 
child's understanding. Misconceptions were identified and 
corrected. The preparation program required approximately 5-
8 minutes with each child (Mansson et al., 1992). 
Data were collected using the Visual Analogue Scale 
(VAS) which measured the degree of anxiety in the child on 
admission to the hospital, the operating room, when alert in 
recovery, and on return to the pediatric unit. Data were 
analyzed using the Mann-Whitney U test for comparison 
between groups. For inner group comparisons, the binomial 
test or when appropriate the Wilcoxon's signed-rank test, 
were used. Additionally, the conventional paired t-test was 
used as a check on the Wilcoxon test. 
16 
Mansson, Fredrikzon, and Robbserg's (1992) findings 
showed no significant difference between the psychologically 
prepared group and the premedicated group. Self rated mean 
VAS scores by children were 0.6 less in Group II than Group 
I on arrival to the hospital. In the operating room the 
scores were the same in Group I and in Group II. Post 
operatively the children in Group II were 0.4 less than 
Group I. 
The study (Mansson, Fredrikzon, and Rossberg, 1992) 
showed that children who received psychological preparation 
reacted similarly to those who received narcotic sedation 
alone. The findings suggest that psychological preparation 
may be just as effective as narcotic sedation, although, 
further study of the use of psychological preparation is 
needed to support this hypothesis. 
In a similar study, Edwinson, Arnbjornsson, and Ekman 
(1980) sought to develop a children's preparation program, 
as well as determine whether this specific information would 
affect anxiety prior to an emergency operation. The sample 
included 24 children (ages 5-14 years) admitted to the 
hospital for acute abdominal pain which resulted in an 
appendectomy. At the time of admission the child was 
assigned to either group I (N=12, unprepared) or group II 
(N=12, prepared) . Each group was given information on the 
standard procedure by the operating surgeon. Group II 
received additional psychological preparation by the nurse 
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in charge. The psychological preparation program consisted 
of explaining equipment that the child would see while still 
awake such as needles, syringes, sterile clothes, masks, and 
caps. The surgical experience was presented with the use a 
set of photos of a child who had undergone surgery. The 
photos started with the pre-op medication and finished with 
waking in the recovery room (Edwinson et al. , 1980). 
Observations using the Visual Analogue Scale (VAS) 
measured anxiety on a scale of very calm (0cm) on the left 
to very afraid (10cm) on the right. Statistical 
significance was determined by a two-tailed paired t-test. 
These evaluations using the VAS took place in four clinical 
units: 1) when the intravenous line was started in the 
emergency room, 2) in admissions, 3) upon admission to the 
operating room, and 4) immediately before anesthesia 
(Edwinson et al., 1980) . 
In group I, the level of anxiety increased between the 
emergency unit and admissions unit and decreased 
significantly between the admission and operating units 
(p<.oi). For group II there was a statistically significant 
decrease between the emergency and admissions units (p<.01) 
and between the admission and operating units (pc.Ol) 
(Edwinson et al.,1980). 
Children in the preparation program were less anxious 
when compared to the unprepared group. The VAS score in 
group I increased, indicating increased anxiety, and did 
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not decrease significantly until after the pre-operative 
medication was given. Conversely, in group II the scores 
decreased, indicating a significantly decreased anxiety 
after the preparation program (Edwinson et al., 1980). 
Edwinson et al.(l980) found that the preparation 
program decreased the anxiety level in the experimental 
group prior to premedication to the same level of the 
control group after the pre-op medication. These results 
suggested that the use of a preparation program may reduce 
the need of pre-op medication. The study recommended that 
further study regarding the role of premedication versus a 
psychological preparation program was needed to support this 
hypothesis. 
A study by Humphrey et al. , (1992) focused on the 
occurrence of high levels of behavioral distress in children 
and adolescents undergoing routine venipuncture. The 
purpose of this study was to identify the level of distress 
in children and adolescents who underwent a venipuncture. 
Distress period one (Dl) was the preparatory phase beginning 
the moment the trained observer and the phlebotomist entered 
the subjects room, and ended with the beginning of the 
actual venipuncture (about 5 minutes for the entire phase). 
Distress period two (D2) was the actual venipuncture and 
ended with the withdrawal of the needle from the subjects 
arm. 
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The sample included 223 children and adolescents 
undergoing a venipuncture (ages ranged between 3-18 years, 
and were divided into three groups for analysis: 1) 3-6 
years, N=70, 2) 7-11 years, N=55, 3) 12-18 years, N=98). 
None of the children were critically ill or mentally 
retarded (Humphrey et al., 1992). 
Three instruments were used in the study. One was the 
Groningen Distress Scale (GDS) which was developed by the 
researchers. The GDS was modeled after the Behavioral 
Approach/Avoidance and Distress Scale which was developed 
for evaluation of bone marrow aspirations. The GDS has five 
defined levels: 1) calm; 2) timid, nervous; 3) serious 
distress, but still under control; 4) severe distress with 
loss of control; 5) panic. Three behavioral categories 
(crying, muscle tension, and breathing) were evaluated 
separately before assigning a subject to one of the five GDS 
levels. Global Assessment (GA) by the phlebotomist was the 
second instrument. The phlebotomist assessed the level of 
distress on a scale between one (least) to five (most) on 
amount of distress in phase D2. Thirdly, children seven 
years and over were asked to evaluate their own nervousness 
on the VASn on a range of zero to ten. And in the same 
manner the subjects were asked to report their pain on the 
VASp. The VASn and the VASp evaluated the distress phase 
two (Humphrey et al., 1992). 
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The procedure employed in the study by Humphrey et al. 
(1992) was for the trained observers and the phlebotomist 
(there were eight different phlebotomists participating in 
the study) to meet in the laboratory and enter the subjects 
room together. When the procedure was over, when the 
subject was seven years or older, the VASn and the VASp were 
completed. After leaving the subject, the phlebotomist was 
asked to make a GA of the distress observed in Dl. Then the 
observer made the assignment for one of the five levels of 
the GDS for D2. 
The results indicated there was a good correlation 
(r=.87, N=201, pc.OOl) between the distress recorded by a 
trained observer (GDS) and that recorded by an instructed 
phlebotomist (GA) . There was also a good correlation 
between the VASn (r=.49, N=124, p=<.00l) and the VASp 
(r=.57, N=124, p=<.00l) and the GDS recorded during the 
actual venipuncture. Humphrey et al. (1992) found high 
correlation was noted between the GDS during Dl and D2 
(r=.87, p=<.001) . For most of the patients the level of 
distress observed in Dl was similar to that observed during 
D2. 
There was also a strong relationship between age and 
observed distress. Ten patients panicked during the actual 
venipuncture. Nine were in the youngest age group (3-6 
years) and one in the middle age group (7-11 years) . None 
of the patients in the youngest age group scored a level one 
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during the actual venipuncture. Also, 83% of the youngest 
group scored a level of three or more on the GDS. 
Wolfer and Visintainer (1979) conducted an experimental 
study which assessed five psychological preparation programs 
on tonsillectomy patients. The purpose of the study was to 
evaluate a written and illustrated booklet developed for 
children and parents prior to a tonsillectomy. Although 
such approaches and programs are common, there was a lack of 
critical evaluation of the effectiveness of these programs. 
The researchers identified this lack of information 
regarding effectiveness of these programs as the problem in 
need of investigation. The researchers conducted this study 
to generate evaluation data for these programs. 
Wolfer and Vinintainer (19 79) used a five-group 
experimental design. The sample included 163 children and 
their parents. Each subject in the sample was: 1) 
hospitalized for elective tonsillectomy and adenoidectomy 
(Tonsillectomy and adenoidectomy) , 2) between ages 3 and 12 
years, 3) had not been hospitalized in the last year, and 4) 
spoke English (Wolfer and Vinintainer, 1979). 
Two different scales were used to evaluate the child's 
behavior and cooperation with procedures. The manifest 
upset scale was designed to measure anger, fear, or anxiety 
on a five point scale by blind observers. The cooperation 
scale. also a five point scale, was used in conjunction with 
the manifest upset scale (Wolfer and Visintainer, 1979) . 
22 
There were five groups using a modified random 
assignment procedure. The first group received preparatory-
materials for home use and routine hospital care. The 
second group received stress-point preparation in the 
hospital by the research nurse. The third group received 
both in home preparation material and stress-point 
preparation in the hospital. The fourth group received home 
preparation and consistent supportive care from one nurse. 
The fifth group received routine nursing care and served as 
a control group (Wolfer and Visintainer, 1979). 
The preparation material for in home use consisted of a 
narrative and illustrative description of the hospital 
experience including procedures from admission to discharge. 
The kit also included a surgical mask, syringe, rubber band 
(to simulate a tourniquet), alcohol sponge, a cardboard mask 
and bag to simulate an anesthetic mask and bag. An 
instruction booklet for parents and cover sheet was included 
(Wolfer and Visintainer, 1979). 
Wolfer and Visintainer (1979) used a stress-point 
preparation whose interventions were adopted from a previous 
study. These interventions included: 1) information about 
the purpose, meaning, and timing of events and procedures, 
2) information about expected sensory responses of the child 
during and following procedures, 3) rehearsal exercises 
allowing the child to become familiar with procedure^, 
equipment, and their role and responses during the 
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procedures. These interventions allowed for an opportunity 
to establish a trusting relationship with the caregiver. 
Those in the consistent supportive care were used in 
the fourth group. Consistent supportive care was care from 
one nurse using the interventions of the stress-point 
preparation, except the rehearsal exercises were not 
included (Wolfer and Visintainer, 1979). 
The procedure began in the physicians office. If a 
child was being scheduled for a tonsillectomy and 
adenoidectomy, and met sample eligibility he/she was 
assigned to one of the four experimental or control groups. 
Assignment of the groups was determined on the day of the 
day of the week the child's surgery was scheduled. The days 
of the week were randomly assigned in advance to one of each 
of the five groups. If assigned to one of the home 
preparation groups, the preparation materials were given to 
the parents with a cover letter by the office secretary on 
the day the surgery was scheduled. 
Upon admission to the hospital the children were 
assessed by observers using the Manifest—Upset—Scale (MUS) 
and the Cooperation Scale (CS) at six potential stressful 
events: 1) admission examination, 2) during the 
venipuncture, 3) administration of pre-op, 4) transport to 
the operating room, 5) during induction, 6) during first 
fluid intake post-operatively. 
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Children and parents were evaluated shortly after 
admission to the floor, but prior to being seen by the 
research nurse to obtain a base line for comparison. An 
analysis of variance of the MUS scores across groups showed 
that there was no significant difference of children's upset 
and parents anxiety ratings among treatment groups at the 
point of entry in to the study. 
Wolfer and Visintainer (1979), also found that the 
higher the rating on the MCJS, the more emotional distress 
the child exhibited. The lower the cooperation rating the 
more the child cooperated with the procedures. 
The results showed that there were no significant 
differences in scores between stress-point preparation, the 
home preparation alone, home preparation plus stress-point 
preparation, or consistent supportive care. Home 
preparation alone did not score differently from the home 
preparation plus stress-point preparation when compared to 
home preparation plus consistent supportive care. Only 
stress point preparation was shown to have a significantly 
better adjustment for children with less parent anxiety and 
greater satisfaction with care than the control group. All 
three home preparation conditions were significantly higher 
than the scores of the control group (Wolfer and 
Visintainer, 1979). 
Overall, the results demonstrated by Wolfer and 
Visintainer (1979) showed that at home materials were just 
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as effective at reducing anxiety in children and parents as 
in hospital preparation given by a nurse. But, when in home 
preparation only was compared to the control group, there 
was no decrease in the parent' s anxiety or satisfaction with 
care, showing that parent satisfaction and decreased anxiety 
was improved with home preparation that was followed up with 
nursing interventions in the hospital. These were similar 
to the stress-point preparation or consistent supportive 
care described. 
The generalizability of Wolfer and Visintainer's (1979) 
results were limited, however, because of the constraints of 
environment, procedure, and population sample in this study 
the results would be difficult to apply in other settings 
outside of a hospital on children undergoing elective 
tonsillectomy and adenoidectomy surgery. 
Similar to the current study, Wolfer and Visintainer 
(1979) used experimental and control groups to evaluate the 
effects of psychological preparation prior to a procedure in 
decreasing children's procedural anxiety. Observational 
behavioral methods were used to evaluate anxiety by an 
observer. Wolfer and Visintainer (1979) used a sample of 
163 children and their parents, where the current research 
sample was much smaller with only one instrument used in 
evaluation. 
In a more recent descriptive article, Kachoyeanos and 
Friedhoff discussed cognitive and behavioral strategies to 
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reduce pain in children. Kachoyeanos and Friedhoff (1993) 
discussed the need for pain relief in the pediatric 
population. Even though children have named invasive 
procedures as the greatest source of pain and distress. The 
article described children as inadequately prepared for 
procedures. The authors studied the lack of pain control 
often precipitated the development of cognitive and 
behavioral strategies which are known to be effective in 
managing pain and distress in children from cancer and other 
related therapies. However, less information is available 
on how to implement those strategies with children 
experiencing the pain and distress of routine 
hospitalization and procedures. 
Kachoyeanos and Friedhoff (1993) offered some ground 
rules for selection of appropriate cognitive strategies. 
These strategies were as follows: 1) a child must have the 
energy and be willing to participate 2) the child must 
trust the coach performing the strategy 3) the coach should 
not participate in performing the painful procedure 4) 
Strategies that are age appropriate should be used 5) 
Sufficient time for the strategy to be implemented should be 
allowed for. 
Hypnotic techniques, guided imagery, guided imagery 
combined with tactile stimulation, distraction, music and 
controlled breathing were strategies identified. These 
strategic methods give children a sense of control. 
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Normally children strive to be in control of their bodies 
and their environment. Kachoyeanos and Friedhoff (1993) 
recommend the use of any of these cognitive strategies to 
lessen the discomfort, which allows the child to have some 
control while undergoing the procedure. Implementation of 
such strategies help master a difficult situation, and 
therefore reduce the child's anxiety. 
Kachoyeanos and Friedhoff (1993) suggested that 
childhood pain was an issue that continued to need more 
research. Behavioral and cognitive strategies, such as 
controlled breathing, which were used in the present study, 
were considered appropriate methods to decrease anxiety and 
discomfort in children related to invasive procedures. 
Katz, Kellerman, and Seigel (1980) studied behavioral 
distress in children with cancer, undergoing medical 
procedures. While many treatment modalities are available, 
the researchers felt that the evaluation of such treatments 
was inconsistent due to the lack of valid and reliable 
measurement techniques. The purpose of the study was to 
develop a reliable and valid behavioral rating scale for the 
measurement of anxiety in children undergoing medical 
procedures. 
The sample population included 115 children with 
cancer, selected randomly from oncology patients undergoing 
bone marrow aspirations (BMA) in an outpatient hematology-
oncology clinic. There were 69 males and 46 females in the 
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sample. Gender was distributed appropriately in all age 
groups. 
Katz, KeHerman, and Seigel (1980) utilized the 
Procedure Behavior Rating Scale (PBRS) which is a list of 
twenty-five operationally defined behavioral measures placed 
in random order in scale form. The BMA was divided into 
four phases for specificity of responses within the total 
procedure. Phase 1 began when the child was called from the 
waiting room and ended when the child reached the treatment 
room door. Phase 2 began upon entering the treatment room 
and ended with removal of clothes. Phase 3 began with 
cleansing of the BMA site and ended with withdrawal of the 
needle. Phase 4 began with application of Band-Aid and 
ended when the child exited the treatment room. Phases 1 
and 2 represented anticipatory distress. Phase 3 
represented the actual procedure, and phase 4 represented 
the rest period after the BMA. 
After informed consent was obtained from parents and 
patients. Five observers were used in the present study. 
Each observation was conducted independently. The observers 
positioned themselves at the doorway of the treatment room. 
An observation was made as the children approached the 
treatment room. Subsequent observations were made from the 
same area of the room, which allowed a clear view of the 
child lying prone on the treatment table. The observers 
were instructed to allow distance to ensure the perception 
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of non-participation in the BMA procedure. (Katz et al. , 
1980) . 
The occurrence of a given behavior was recorded over 
each of the four phases. After completion of the 
observation, observers totaled the occurrences for each PBRS 
phase, obtaining four precise phase scores for each child. 
The total of the four phases gave the PBRS total score. 
(Katz, Kellerman, and Seigel, 1980). 
The nurse performing the BMA was asked to rate the 
child's anxiety using a five-point Likert scale with 1 being 
not anxious, and 5 being extremely anxious. These ratings 
were in addition to the behavioral observations, and 
conducted independently of the behavioral observations 
immediately after the child exited the treatment room. 
(Katz, et al., 1980). 
Interrater reliability was determined by twenty-two BMA 
using simultaneous, independent ratings by two observers. 
Pearson correlations were as follows: Phase 1, r=.94: Phase 
2, r=.88; Phase 3, r=.9l; and Phase 4, r=.92. The total 
score correlation of the PBRS was .94. The high interrater 
reliability of the PBRS was not surprising considering the 
carefully operationally defined behaviors. (Katz, et al. , 
1980) . 
The distribution of the PBRS scores were skewed to the 
left, with the majority of the children's scores being 
reported in the lower half of the range. This was a 
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consistent pattern seen across the four phases. During 
Phase 1 the children exhibited the fewest number of anxious 
behaviors. The anxious behaviors increased in Phase 2 and 
peaked in Phase 3 during the actual procedure. Although 
anxiety began to drop in Phase 4, the level remained at a 
higher level than Phase 1. Indicating that anxiety did not 
decrease for several minutes after the procedure. Ninety-
seven percent of the children studied exhibited behavioral 
anxiety during the actual procedure, substantiating the idea 
that BMAs are stressful for practically all children with 
cancer. The independent nurse ratings correlated 
significantly with anxiety (r=.66, pc.001) for all four 
phases and for the totaled score across the phases (Katz, et 
al., 1980). 
Katz, et al., (19 80) were able to develop a reliable 
measure of observational distress in children undergoing 
bone marrow aspirations. There were no consistent patterns 
of habituation to BMA, which suggested need for anxiety 
reducing interventions for procedure related anxiety in 
children with cancer. While the findings from this study 
were limited, they did represent an organized developmental 
approach to the study of behavioral distress of children in 
response to specific anxiety producing situations. 
Summary 
The body of knowledge concerning children's behavioral 
distress related to anxiety producing situations is growing. 
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The vast majority of research conducted thus far has 
centered around children with cancer undergoing specific 
procedures. Children undergoing routine medical procedures 
have the potential to experience the same degree of anxiety 
as experienced by pediatric cancer patients. Empirical 
research is needed to generate further interest of 
behavioral distress exhibited by children without cancer 
undergoing routine medical procedures, such as needle 
sticks. 
Intervention programs are being developed to decrease 
procedural anxiety in children undergoing anxiety producing 
procedures such as BMA and chemotherapy. Similar 
interventions need to be practiced and evaluated for 
effectiveness with children undergoing routine medical 
procedures. This study used a combination of controlled 
breathing exercises and play therapy to evaluate change 
procedural anxiety associated with routine medical 
procedures in a local health facility. 
The review of literature indicated that further 
research was needed to examine the use of play therapy 
during needle sticks in children to decrease anxiety. 
Although the psychological preparation programs described 
are similar to some play therapy, the results of those 
studies could no be generalized to children undergoing a 
simple play therapy session. 
Chapter III 
The Method 
The purpose of this study was to evaluate the 
effectiveness of play therapy to decrease anxiety in 
children during painful procedures. This chapter will 
describe the design which was used for this study. The 
design, quasi-experimental will be described. 
Instrumentation, variables, and limitations will be noted. 
Also, this chapter will describe the setting, population, 
and sample. Finally, the procedure and data analysis will 
be explained. 
Design of the Study 
A quasi- experimental design was used in this study to 
determine whether children who participated in play therapy 
during a needle stick had a decreased anxiety level compared 
to children who did not participate in a play therapy 
session. A quasi-experimental design involves manipulation 
of the independent variable, but lacks either randomization 
or a control group (Polit and Hungler, 1991).A quasi-
experimental design was chosen for this study due to the 
need to manipulate the independent variable, in this case, 
play therapy sessions. The method of randomization used was 
to assign a group to a specific day. On day 1, children 
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were assigned to a control group. On day 2, children were 
assigned to a experimental group. This alternating process 
continued until the target sample was obtained. Due to the 
inability to satisfy the requirements of a true experimental 
design, a quasi-experimental design was chosen. 
Variables 
A play therapy session was the independent variable and 
anxiety was the dependent variable in the study. Extraneous 
variables included environment and the research protocol 
outlined for the play therapy sessions. 
Hypotheses 
The directional hypothesis was as follows: Children 
who participated in play therapy before and during a painful 
procedure had a lower anxiety level than children who do not 
participate in play therapy before and during a painful 
procedure. 
The null hypothesis was: There was no difference in 
the anxiety level of children who participated in play 
therapy sessions before and during a painful procedure and 
those who did not participate in play therapy before and 
during a painful procedure. 
Limitations 
The following limitations were identified for this 
study: 
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The following limitations were identified for this 
study: 
1- As some of the observations made could be 
subjective in nature, researcher bias may exist. 
2. The small sample size utilized in this study made 
the results ungeneralizable. 
3. The use of one site for data collection limited 
generalization to more than the one area. 
Setting, Population, and Sample 
The setting for this study was a local pediatrician's 
office in an urban county located in Northeast Mississippi. 
The area population is 30, 000 in the city and 61,000 in the 
surrounding county. The population being studied was 
children between the ages of 6 and 12 years of age receiving 
medical attention in this setting. Approximately 150 
children between the ages of 6 and 12 years are seen in the 
pediatrician's office per month. This research sample of 
convenience included all subjects who met criteria and who 
had parental consent to participate. Assent from the child 
and parent/guardian was also obtained. The target sample 
size of N=30 was obtained from children seeking medical 
attention at a local pediatrician's office and assigned to 
an experimental or control group by a method of 
randomization. Each group contained 13 subjects. To 
randomize the subjects, data were collected on one group per 
35 
day and alternated each day between groups until the target 
sample was obtained; day l the control group, day 2 the 
experimental group, and so on. 
Instrumentation 
The instrument utilized for measuring the dependent 
variable in this present study was The Observation Scale of 
Behavioral Distress-Revised (OSBD) (Appendix A) . The OSBD 
consisted of eight operationally defined behaviors 
indicative of anxiety or pain. The eight behaviors and the 
definitions follow: 1. Information seeking- any question 
regarding medical procedure. 2. Cry- crying sounds and/or 
onset of tears usually non intelligible but could be double 
coded with verbal categories. 3. Scream-loud vocal 
expression at high pitch intensity, usually non 
intelligible, but could be double coded with verbal 
categories. High pitch distinguished this category from 
"Cry". 4. Restraint- child must be physically held down by 
staff member. 5. Verbal Resistance- any verbal expression 
of delay, termination, or resistance. 6. Emotional 
Support-verbal or nonverbal solicitation of hugs, hand 
holding, physical or verbal comfort by child. 7. Verbal 
Pain- any words phrases, or statements which refer to pain, 
damage or being hurt, or discomfort. 8. Flail- random 
gross movements of arms and legs or whole body. Flail often 
occurs in response to restraint. The scale was an objective 
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measure of behavioral distress in children (Jay & Elliott, 
1986) . The OSBD was developed for use with children having 
bone marrow aspirations and lumbar punctures, but, can be 
used with other medical procedures. The OSBD has been used 
in a number of previous studies related to anxiety in 
children (Jay & Elliott, 1986) . Permission to utilize the 
OSBD was given by the author of the tool (Appendix B) . 
The Observation Scale of Behavioral Distress was 
developed by Jay and Elliott, and was revised in 1986. The 
original OSBD consisted of eleven categories. Through the 
process of item analysis, three categories were eliminated. 
These three items were eliminated because they occurred in 
low frequency and were not found to be related with other 
behavioral categories or to the total OSBD scores. 
Cronbach's Alpha Test of Internal Consistency after the 
revision produced an alpha internal consistency coefficient 
of .72 (Jay & Elliott, 1986) . 
To evaluate the anxiety level in children during a 
needle stick, the observer recorded behaviors on the scoring 
sheet (Appendix C) in continuous 15-second intervals during 
four phases of the procedure. The first phase began in the 
first three minutes in the treatment room for a measurement 
of anticipatory anxiety. Phase 2 began with the cleaning of 
the site. Phase 3 began with insertion of the needle and 
ended with removal of the needle. Phase 4 began with 
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removal of the needle and continued for one and one-half 
minutes to measure post procedure recovery. The preciseness 
of the operational definitions of the behavior categories 
ensured consistency of measurement between subjects. 
The reliability was determined by dividing the number 
of agreements within each 15-second interval by the total 
number of agreements plus the number of disagreements (Jay & 
Elliott, 1986) . A number of studies using the OSBD have 
documented the instrument's reliability (Jay, Ozolins, 
Elliott, & Caldwell, 1983; Jay & Elliott, 1984; Jay & 
Elliott, 1986). Independent reliability checks were 
performed during 10-20 percent of the medical procedures 
(Jay & Elliott, 1986) . The percentage of agreement in these 
studies ranged from 80-84 percent (Jay & Elliott, 1986). 
The Pearson correction coefficients between total OSBD 
scores were r=.98 (Jay & Elliott, 1986). 
The validity of the OSBD has been documented in a 
number of studies (Jay, et el., 1986) . OSBD scores showed 
to have a significant correlation with children's trait 
anxiety scores (r=.63, p<.001)...and a number of anxiety 
symptoms in the child 24 hours prior to clinic visits 
(r=.52, p<.05) (Jay & Elliot, 1986). 
In a study conducted by Jay and Elliott (19 86) the OSBD 
was significantly correlated with the following measures: 
Nurses ratings of the child's distress (r-.69, pc.OOOl) , 
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fear ratings of children (r=.38, pc.Ol), heart rates of 
children on arrival at clinic (r=.38, pc.Ol) (Jay & Elliott, 
1986) . These findings further document the significant 
correlation between scores of behavioral distress on the 
OSBD and anxiety expressed in children. 
Data Collection Procedure 
Following approval from the Committee on Use of Human 
Subjects in Experimentation at Mississippi University for 
Women (Appendix D) , written permission to conduct this study 
was obtained from the pediatrician whose office was the site 
for data collection (Appendix E) . The purpose of the study 
was then explained and permission obtained from each 
parent/guardian of the children who met the criteria to 
participate in the study (Appendix F). 
In the pediatrician's office, after assessment of a 
pediatric client and the need for a needle stick was 
established, the participant and parent/guardian were 
informed of the purpose of the study, asked to participate 
in the study, and written consent was obtained. 
Confidentiality and anonymity were controlled as no names 
appeared on the scoring sheets, nor were the names of 
children participating in the study reproduced in any 
manner. The benefits of the present study to the child in 
the experimental group was to perhaps decrease the anxiety 
associated with the needle stick and for children m the 
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control group as well as the experimental group to provide a 
method for adaptation for future anxiety producing 
procedures. The only risk identified in the present study 
is the temporary alteration of self-esteem from being 
observed. 
In this study two groups were used, experimental and 
control. The experimental group was given party horns and 
instructional sessions on blowing the party horns during the 
painful procedure. Each child was given a party horn prior 
to the procedure. The coach assisted the child in deep 
breathing relaxation exercises. The coach suggested to the 
child that these exercises would be helpful in tolerating 
the procedure. The coach was present to assist in the 
practiced relaxed deep breathing exercises during the 
painful procedure. The coach urged the child to deep breath 
and take control of his/her anxiety. The children in the 
control group were not given party horns, distracted from 
the procedure, or encouraged to deep breath. Both the 
experimental and control groups anxiety were rated using the 
Observational Scale of Behavioral Distress (OSBD) which 
measured anxiety expressed by the child (Jay & Elliott, 
1986) . 
This procedure, inhaling and blowing out the anxiety 
from the party horn, was practiced and the child was then 
allowed to play with the horn. Instruction time was 
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aPPr°ximately 7-10 minutes, after which the child was 
encouraged to use the techniques practiced when the actual 
stick occurred. The same coach was present during the 
actual stick to assist the child and keep him/her focused on 
the activity. 
Children in the control group were neither given a 
party horn nor was there any attempt to decrease the anxiety 
associated with the painful procedure. Consent was obtained 
in the same manner for both groups and observational methods 
for both groups were identical. 
For the first three minutes in the treatment room the 
child was observed so that anticipatory stress could be 
measured in phase one. Phase 1 did not always last three 
minutes. In that situation, he/she was observed only for 
the period of time prior to the needle stick. Phase 2 
began with the cleansing of the site and ended with the 
needle stick. Phase 3 began with the needle stick and 
continued until the needle was removed. Phase 4 began with 
removal of the needle and continued for one and one-half 
minutes to measure post procedure recovery. There was one 
observer for each subject so as to increase consistency in 
observations. The observer scored the child's behavior 
according to the criteria defined in the OSBD. The observer 
placed a mark on the scoring sheet in the box or boxes which 
corresponded with the behavior exhibited by the child during 
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each 15-second interval. This procedure continued until the 
one and one-half minutes were completed after the needle was 
removed. To obtain the score on the OSBD, the frequencies 
(F) of each behavior category was added for a total number 
of intervals (I) scored for each phase. Each behavioral 
frequency score was then divided by the number of 
individuals in each phase, this is the unweighted mean 
interval category score (F/I) . Then each interval category 
was multiplied by the assigned intensity weight for the 
weighted mean interval category score (F/I X Weight) . The 
weighted mean interval category scores were summed across 
categories, within each phase, producing four weighted phase 
scores. The four weighted phase scores were summed 
producing one Total Distress Score. Data were collected 
during a four week period from May 20 through June 22, 1993. 
Method of Data Analysis 
For the purpose of this study descriptive statistics 
which describe and synthesize data (Polit & Hungler, 1991) 
were used. The Mann-Whitney test was utilized to determine 
if a difference existed between the control and experimental 
groups level of anxiety and distress. The Mann-Whitney test 
is a basic nonparametric procedure for testing differences 
and requires data of at least an interval scale. The Mann-
Whitney test involves finding the difference between paired 
scores and ranking the absolute difference (Polit & Hungler, 
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1991) . Data collected from the OSBD were interval 
measurements. Because this study had a directional 
hypothesis, the statistical tests were used to determine if 
a significant difference existed between children who 
participate in play therapy before and during painful 
procedures and those who do not participate. The level of 
significance for the present study was .05. 
Through the use of a quasi-experimental design this 
study sought to determine a difference between children who 
do participate in play therapy before a needle stick and 
children who do not participate in play therapy before a 
needle stick. The sample size was low and only one site for 
data collection was used. The instrument was a valid and 
reliable tool for measuring anxiety during needle sticks. 




The purpose of this study was to evaluate the 
effectiveness of play therapy in decreasing anxiety in 
children during painful procedures. A quasi-experimental 
design was utilized in this study. In this chapter the 
sample is discussed and analysis of the data is presented. 
The Mann-Whitney test statistic was used to analyze data. 
Additional findings are also presented. 
Description of Sample 
The sample of convenience (N=26) was obtained from a 
pediatrician's office in Northeast Mississippi. The 
subjects were divided into two groups, control (N=13) and 
experimental (N=13) , by method of randomization. The 
children were divided into four age groups for both the 
control and experimental groups. These four groups were 
1) age 6 years, 2) ages 7 and 8 years, 3) ages 9 and 10 
years,4) and eleven and twelve years old. Thirteen subjects 
were included in the control group. This group consisted of 
7 males and 6 females. The mean age for the control group 
was 8.07 years old. The number of subjects within each age 
division for the control group and individual anxiety scores 
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for each age division are presented in Table l. No other 
demographic data were collected from either group. 
The experimental group contained thirteen subjects. 
This portion of the sample consisted of 9 males and 4 
females. The mean age for the experimental group was 8.84 
years. The number of subjects in each age division for the 
experimental group and individual anxiety scores for each 
age division are also presented in Table 1. 
Table l 
Individual Anxiety Scores for Control and Experimental 
Groups with Respect to Age Divisions 
Group 6 Years 7 and 8 9 and 10 11 and 12 
Control 10.220 13 . 92 3.250 4 . 375 
8.500 6 . 00 6.660 
9 .170 9 . 88 1. 500 
14 . 88 
9 . 00 
13 . 91 
Experiment 0.000 0 . 696 0 .000 6.500 
0 . 000 0 . 000 0 . 000 0 . 000 
2 . 500 2 . 500 2 . 500 0 . 000 
0 . 000 
Scores range from 0. 0-14.88 with scores .>8 indicating 
anxiety 
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Results of Data Analysis 
Data were analyzed to answer the research question: Do 
children who participate in play therapy during a painful 
procedure exhibit a decreased level of anxiety as compared 
to children who do not participate in play therapy? Two 
research hypotheses were tested by this study. The two 
hypotheses were as follows: Directional: Children who 
received play therapy before and during a painful procedure 
have a lower anxiety level than children who did not 
participate in play therapy before and during a painful 
procedure. Null: There was no difference in the anxiety 
level of children who participated in play therapy before 
and during a painful procedure and those who did not 
participate in play therapy before and during a painful 
procedure. 
Demographic data were analyzed using descriptive 
statistics. The Observation Scale of Behavioral Distress 
(OSBD) was used to measure anxiety levels in the two groups 
during each of the four phases of the painful procedures. 
Each subject was observed in fifteen second intervals during 
each of the phases. The behavior exhibited by the subject 
within each interval was categorized in 1 of the 8 
operationally defined behavioral categories and scored 
accordingly. 
Results of this analysis using the Mann-Whitney showed 
that there was a significant difference between the control 
i. €. P"'T ' ' 
Vi-
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and experimental groups with respect to total anxiety level 
scores. The control group received no intervention during 
the painful procedure. The experimental group received the 
play therapy sessions before and during the painful 
procedure. The OSBD was also used for the control and 
experimental group to measure anxiety level scores. 
After interpretation of the analysis of data, the null 
hypothesis was rejected. Children who participated in play 
therapy sessions did exhibit less anxiety, as indicated by 
OSBD scores, than those children who did not participate in 
play therapy sessions. Play therapy was developed as a 
diversion and relaxation technique with the single primary 
purpose to decrease anxiety in children during needle 
sticks. An understanding of how play therapy decreased 
anxiety was not derived from this study, although, play 
therapy was the only variable of intervention utilized to 
lower anxiety level scores in this study. 
Additional Findings 
In addition to the experimental group having 
significantly lower total anxiety scores, which were mean 
scores of each of the 4 phases of the painful procedure, the 
experimental group also had significantly lower anxiety 
level scores in each of the 4 individual phases. This 
indicates that within each phase of the painful procedure 
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the experimental group exhibited less anxiety than the 
control group. See Table 2. 
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Table 2 
Anxiety Level Scores as Analyzed by the Mann-Whitney 























Children between the ages of 6 and 8 had significantly 
higher anxiety level scores than children 9 years and older. 
Children 7 and 8 years had higher total anxiety level scores 
than the 6 year old group. However, the eleven and twelve 
year old group had higher anxiety level scores than those in 
the 9 and 10 year old group. This may indicate that 
children most affected by procedural anxiety are the 6-8 
year old group, then the eleven and twelve year old, and 
that the 9 and 10 year old are least affected by the anxiety 
associated with painful procedures. See Table 3. 
Table 3 
Total Group Scores in Each Age Division 
Age Group Rank Slim u p-value 
6 years 
Control 15. 0 
0 . 0 <0.05 
Experimental 6. 0 
7 and 8 years 
Control 39 . 0 








9 and 10 
years 
Control 5 . 0 













11 and 12 
years 
Control 13 . 0 
2 . 0 <0 . 1 
Experimental 8 . 0 
p<0.05 
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The purpose of this study was to evaluate the 
effectiveness of play therapy in decreasing anxiety in 
children during painful procedures. This study sought to 
support the following directional hypothesis: Children who 
received play therapy during a painful procedure had a lower 
anxiety level than children who did not participate in play 
therapy during a painful procedure. 
Summary of Findings 
In this chapter a summary of the findings are presented 
followed by a discussion of these findings. Implications 
for nursing and recommendations for further study are also 
given. A quasi-experimental design with a control and 
experimental group was utilized for the purpose of this 
study. Data were collected in a pediatrician's office in 
Northeast Mississippi. The sample of convenience included 
(N=26) . The sample were then divided into two groups, the 
control (N=13) and the experimental (N=13) groups. The 
subjects were observed by one observer and the anxiety in 
response to the painful procedure was ranked according to 
the Observation Scale of Behavioral Distress (OSBD). 
Demographic data were analyzed using descriptive statistics 
and the Mann-Whitney test. The results indicated less 
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anxiety was exhibited by subjects in the experimental group 
who received play therapy than the subjects of the control 
group who did not receive play therapy. 
The Mann-Whitney test was utilized to determine if a 
difference existed between the control group, those who did 
not participate in play therapy sessions, and the 
experimental, those who did participate in play therapy 
sessions. The results of this study showed that a 
significant difference between control and experimental 
groups was noted. Total anxiety level scores across the 4 
phases of the painful procedure were significantly lower in 
the experimental group than the control group. 
Subjects in the control group experienced some degree 
of anxiety 100 % of the time. Whereas subjects in the 
experimental group exhibited anxiety only 38 % of the time. 
Of the experimental group subjects who experienced anxiety, 
80 percent exliibited anxious behavior during phase 3, which 
was the time of actual needle insertion. 
Discussion 
Across the four phases collectively, the experimental 
group exhibited significantly lower anxiety level scores 
than those of the control group. When the sample was 
divided into age groups, subjects 6 to 8 years old appeared 
to respond more effectively to the play therapy session than 
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subjects 9 to 12 years old. This difference may be an 
indicator that the play therapy sessions were more age 
appropriate and effective for the 6 to 8 year age group. 
Possibly a more age appropriate task could be developed for 
children nine years and older. 
In a similar study, Katz et al. (1980) observed 115 
children with cancer during bone marrow aspirations (BMA). 
Although, there were no treatment interventions applied 
during the BMA. Children were observed in four phases, 
which were operationally the same as the four phases were in 
the present study. Katz et al. found that anxious behavior 
existed across all phases with anxious behavior increasing 
in phases one and two, and peaking in phase three, during 
the actual needle stick. Anxious behavior in phase four was 
lower than phase three, but did not decline for several 
minutes. This same trend was noted in the experimental 
group. By contrast, the control group in the present study, 
exhibited anxiety level scores which were higher in phases 
one and two, declining in phase three, and rising again in 
phase four. 
Edwinsson et al. (19 80) sought to determine whether a 
specific preparation program would affect anxiety prior to 
emergency surgery. This study which employed two groups 
(group one received preparation; group two received no 
preparation) . The results showed that group II was less 
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anxious than Group I. Furthermore, the anxiety in Group I 
did not decrease until their preoperative medication was 
given, although Group II has lower scores noted immediately 
after the preparation program. Even though the preparation 
program was not similar in definition to the play therapy in 
the present study, the outcomes of having some method of 
preparation prior to an anxiety producing procedure were 
similar. In both studies the subjects who were exposed to 
the experimental intervention had lower scores of anxiety. 
Humphrey et al. (1992) found that in relation to 
distress during a venipuncture anticipatory stress was 
significantly similar to the stress associated with the 
actual stick. In the present study, the anticipatory phase 
one and phase two anxiety levels in the control group were 
higher than anxiety levels scored during the actual needle 
stick. Whereas, in hte experimental group anxiety levels 
were higher for the actual stick than for the anticipatory 
phase. 
Johnson's (1988) behavioral system model was the 
theoretical framework for this study. Johnson's theory of 
behavioral system functioning was the basis for the 
intervention, play therapy sessions. Johnson views the 
behavioral system as a complete system whose functioning 
depends on hte functioning of the each intricate subsystem. 
These numerous integrated subsystems function together to 
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prooduce behavior. When the needs of a subsystem are in 
jeopardy, an intervention can be applied. The needs of each 
subsystem in jeorpardy must be met to have desired behavior 
as a result. 
Withing the theoretical framework of this study several 
subsystems were recognized as subsystems of jeopardy. 
During a painful procedure children can exhibit various 
behaviors. Some children cling to their parents, some kick, 
scream, and hit, while others maintain coomposure and take 
pride in their accomplishments. With respect to this range 
of behaviors, some of Johnson's subsystems have heen found 
more appropriate than others. Five subsystems were items of 
focus, they are as follows: dependency, aggressive, 
achievement, tension, and stressor. Cognitive strategies, 
incorporated into play therapy sessions, were an attempt to 
reunite each of these potential jeopardized subsystems to 
the behavioral system and experience the outcome of an 
appropriately functioning behavioral system. 
Conclusions 
The data suggests that children do experience some 
level of anxiety before, during and after a painful 
procedure. Suggesting that cognitive activities do decrease 
anxiety. Health care professionals should incorporate these 
when a child undergoes painful procedures. Depending on the 
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age of the child, that level of anxiety may vary. The 
results showed that play therapy decreased anxiety 
significantly in children undergoing a painful procedure. 
Possibly, this significant decrease in anxiety levels are 
due to the age of the child or the level of the task 
utilized. In the play therapy sessions, children between 
the ages of 6 and 8 responded more positively to play 
therapy sessions in relation to painful procedures than 
children between the ages of 9 and 12. Therefore noting the 
importance to utilize tasks age appropriate if the desired 
effect is to be achieved. Findings in the literature review 
were inconsistent. Mansson et al. (1992) suggests that 
there were no significant differences, regarding age, 
between children who received psychological preparation and 
atropine versus conventional narcotic pre-medication. 
Although, Katz et al. (1980) compared children undergoing 
bone marrow aspirations and divided these children into 
three age groups. The youngest age group was 8 months to 6 
years-4 months, the intermediate group was 6 years-6 months 
to 9 years, and the oldest group was ten years to seventeen 
years-nine months. Katz et al. found that children from the 
intermediate had higher anxiety scores than children from 
either of the other two groups. This is a finding more 
consistent with findings of the present study. The 
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inconsistencies of the literature indicate a need for more 
research. 
Implications for Nursing 
The knowledge of strategic methods to decrease pain or 
perceived pain and anxiety associated with painful 
procedures is growing. This study has been added to this 
knowledge base of nursing research and continues to suggest 
that anxiety is a real phenomenon that is experienced by 
pediatric patients, and that certain interventions can 
decrease anxiety associated with painful procedures. Health 
care professionals must be aware of methods that may 
decrease anxiety and adapt them into practice where 
appropriate. When presented with an uncooperative child, 
the procedure often takes more time than usual for a 
procedure due to the resistance exhibited by the child. A 
longer procedure time is almost always more anxiety 
producing for a child. Results indicated that play therapy 
sessions significantly decreased anxiety levels in children 
during painful procedures. When professionals are called 
upon to perform painful procedures on chxldren, enlisting 
the cooperation of the child is a benefit to the child and 
the professional. Results of this study suggest that health 
care professionals need to consider a change m practice 
when painful procedures are anticipated. 
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Recommendations for Further Study 
As a result of the study, the following recommendations 
are made: 
1. Conduction of another study exploring the different 
approaches needed to decrease anxiety at specific age groups 
so that the most appropriate strategies can be developed. 
2. Replication of the study using a larger sample. 
3. Conduction of a study identifying and using only one 
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APPENDIX A 
Observation. Scale of Behavioral Distress 
The Observation Scale of Behavioral Distress 
Behavioral Definitions 






Any questions regarding the 
medical procedure 
When will you stop? 
Is the needle in? 
Will I get a toy? 
Will I get a toy? 
Crying sound and/or onset of 
tears usually nonintelligible 




Sobbing, scrunching up face 
obvious onset of tears boohoo 
crying sounds 





Loud vocal expression at high 
pitch intensity, usually non-
intelligible, but can be 
double coded with verbal 
categories. 
Sharp, shrill harsh, high 
tones , shrieks 
Loud yelling, but at low pitch 
Restraint (R) 
Definition: Child must be physically held 
down by staff member or parent 
with noticable pressure and/or 
child must be exerting force, 
resistance in response to 
restraint attempts by staff. 
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Sometimes it is not clear if 
the child is exercising 
pressure back due to tightness 
of restraint (ie. child can 
not move). In such cases 
where restraint is obvious and 
child's resistance is not 
clear, code Restraint. 




Any verbal expression of dely, 
termination, or resistance. 
Must be intelligible 
I want to go 
I want to go to the bathroom 
No, No, No 
Let me loose 
I don't like this 




Let me rest 
Take the needle out 
I don11 want it 




Verbal or nonverabl 
solicitation of hugs, hand 
holding, physical or verbal 
comfort by child. 
Code initiation only for 
physical behaviors. 
Examples: Hold me 
I love you 













Any works, pharases, or 
statements which refer to 
pain, damage or being hurt, 
or discomfort. 
Must be intelligible 
That hurt 
It stings 
You are killing me 
Will it hurt? (=IS) 
Random gross movements of 
arms and legs or whole body. 
Flail often occurs in response 
to restraint. (Out of control 
behavior) 
Must be random. 
Pounding fists 
Kicking legs repeatedly and 
randomly 
Throwing arms out repeatedly 
and randomly 
Flapping arms on self 
Child's back moving back and 
forth repeatedly during 
procedure 

Susan M. Jay Ph.D. 
Clinical Psychology 
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APPENDIX C 
Scoring Sheet for OSBD 
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SCORING SHEET 
S c o r e d  ^ Name 
Subject  #  
Benaviora l  Category IS  CKV SCR R VR ES VR F  Weight  1  .  b 2. .  b 4  .  (J  4  .U 2  .  b  2  .  U 3  .  U 4  .  
phase  1  
FREQUENCY (F)  
# OF INTERVALS SCORED ( I  ) 
MEAN INTERVAL SCORE F/T 
WEIGHTED MEAN INTERVAL 
SCORE fX WEIGHT) 
PHASE 1 TOTAL 
FREQUENCY (F)  
# OF INTERVALS SCORED ( I )  
RE AN INTERVAL SCORE F / l  
WEIGHTED MEAN INTERVAL 
SCORE (X WEIGHT) 
PHASE 2 TOTAL 
PHASE 3  
FREQUENCY (F)  
# OF INTERVALS SCORED ( I )  
MEAN INTERVAL SCORE F/ I  
WEIGHTED MEAN INTERVAL 
SCORE (X WEIGHT) 
PHASE 3 TOTAL 
PHASE 4  r  
FREQUENCY (F)  
# OF INTERVALS SCORED ( I )  
MEAN INTERVAL SCORE F / I  
WEIGHTED MEAN INTERVAL 
SCORE (X WEIGHT) 
PHASE 4  TOTAL 
TOTAL DISTRESS 
TOTAL UNWEIGHTED MEAN 
CATEGORY SCORES (across  phases)  
TS CRY SCR R VR ES VE_ 5 
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RE: Data collection for Missy Curtis' research project 
To whom it may concern: 
Missy Curtis has my permission to use my practice to gather data 
for her research project. Each patient will be asked 
individually for permission. If they refuse, they will not be 
used. 
APPENDIX F 
Consent to Participate 
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Participation in Study: 
I agree to allow my child to be part of a research 
conducted by Missy Curtis, a graduate nursing student a 
Mississippi University for Women in the- Pediatric Nurse 
Practitioner program. The purpose of this study is to 
evaluate the use of play therapy in decreasing anxiety in 
children during a needle stick. In giving my permission, my 
child will be observed and his/her level of anxiety will be 
determined by the Observation Scale of Behavioral Distress as 
rated by tow objective observers. There are no risks involved 
in this study. Participation in this study will remain 
anonymous and all data will be held in confidence. 
The subject may at any time withdraw from the study if he or 
she wishes to do so. Participation in this study is voluntary 
and your assistance would be greatly appreciated. 
Parent/Guardian 
Researcher's Signature Subject 

